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The cough is frequently severe and occasion-
ally associated with dyspnoea.

AIDS associated lymphomas differ from
non-AIDS associated presentations in loca-
tion, histological appearance, and natural his-
tory. In contrast to the general population,
HIV associated lymphomas generally present
with widely disseminated disease and frequent
(65-90%) extranodal involvement.* The
gastrointestinal tract, bone marrow, and the
central nervous system are common extranodal
sites.> Pulmonary involvement varies from
0% to 25%.° HIV associated pulmonary
lymphoma usually presents with mediastinal
adenopathy, pleural effusions, or parenchymal
involvement. Histologically these lymphomas
are usually of the small non-cleaved cell,
immunoblastic plasmacytoid, or large cell type
and are always high grade.’® The natural
course of HIV associated lymphoma is rapid
decline with a median survival of 3-6 months
after diagnosis.*

The Epstein-Barr virus has been associated
with the development of AIDS associated
lymphoma.” This association may be the result
of the virus acting as a B cell mitogen causing
expansion of virus transformed B cell clones.
These clones may proliferate in the setting of
HIV impaired cellular immunity and lead to
chromosomal translocation with subsequent
malignancy.

To the best of our knowledge there has been
only one other report of lymphoma presenting
as a tracheobronchial lesion in an HIV infected
patient.® The cases are similar in that the
lesions were located in the trachea, the chest
radiographs were nearly normal, and endo-
bronchial biopsy through a rigid bronchoscope
was required to make the diagnosis as small
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biopsies through a flexible bronchoscope were
inadequate.

The number of cases of HIV associated
lymphoma appears to be increasing. This may
be because the incidence of lymphoma rises
exponentially with longer duration of HIV
infection® and HIV infected patients are living
longer. Clinicians should add pulmonary lym-
phoma to the differential diagnosis of an endo-
bronchial lesion in an HIV infected patient,
which includes Kaposi’s sarcoma, bacterial
tracheitis, bacillary angiomatosis, and tuber-
culosis.!® Although the chest computed tomo-
graphic scan and bronchoscopic appearance of
endobronchial lymphoma may be impressive,
rigid bronchoscopy with larger biopsy samples
may be necessary to confirm the diagnosis.
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Removal of a dental
post from the bronchus
by interventional
cardiovascular
techniques

J S R Gibbs, L J] Murdoch,
P Goldstraw, N P Buller

Abstract

Foreign bodies lodged in the bronchial
tree are normally retrieved by broncho-
scopy, but if this fails then thoracotomy
is necessary. The case history is pre-

sented of a patient who had inhaled a
dental post which could not be retrieved
either by flexible or rigid bronchoscopy.
Using biplane screening and intravascu-
lar retrieval devices introduced via an
endotracheal tube, the dental post was
removed successfully without the need
for thoracotomy.

(Thorax 1994;49:526-527)

Inhaled foreign bodies such as pieces of teeth
which cause bronchial obstruction require re-
moval to prevent the sequelae of haemoptysis
and infection of the lung distal to the obstruc-
tion.! When the foreign body is not dislodged
by coughing and physiotherapy, bronchoscopy
with either flexible or rigid instruments is used
for extraction under direct vision.? If this fails,
thoracotomy may be necessary.



Removal of a dental post from bronchus

Anteroposterior radiograph of the dental post during
retrieval from the left lower lobe bronchus showing the
grasping forceps around the tapered end of the post and
a snare around the crown. The left heart border is seen
as a shadow on the left side.

Case report

A 60 year old man was admitted to hospital
because of inhalation of a dental post. While
his dentist was inserting the metal alloy post
into an upper incisor the post fell onto the
tongue and was inhaled by the patient who was
reclining in the dental chair. He was referred
immediately to the local hospital where a chest
radiograph showed that the post was lodged in
the left lung. Emergency flexible broncho-
scopy was performed under sedation. The post
was identified in the left lower lobe bronchus
where it was grasped with gastroscopy forceps
but from which it slipped and moved more
distally into the bronchial tree. The following
day the patient was referred to the Royal
Brompton National Heart and Lung Hospital
where a chest radiograph showed that the
dental post was located in the posterior seg-
ment of the left lower lobe. At rigid broncho-
scopy under general anaesthesia the top of the
post could just be seen in the subsegmental
bronchus. This was beyond the reach of a wide
range of retrieval instruments and attempts to
dislodge the post into a more proximal position
using Fogarty catheters failed. Although nor-
mal practice is to proceed to thoracotomy, it
was decided instead to refer the patient to the
interventional cardiologists to attempt removal
of the post using biplane imaging in the cardiac
catheterisation laboratory.

The following day the patient was anaesthe-
tised and intubated with a single lumen size 9
endotracheal tube with a self sealing valve on
the end. The dental post was visualised in both
the anteroposterior and lateral views using
biplane fluoroscopy. A 9 French long vascular
sheath was passed through the valve and down
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the endotracheal tube via the left bronchus to
the left lower lobe. Olympus intravascular
grasping forceps were then passed down the
sheath and, after being advanced out of its
distal end, were used to grab the pointed end
of the post. Although the post could now be
pulled about 4 cm up the bronchus, its sharp
edges caught on the side of the bronchus where
it became jammed. The post was therefore
moved distally again and rotated. Repeated
attempts at extraction all failed and it was
considered that a second device was needed to
manipulate the post up the bronchial tree.
Keeping the grasping forceps attached to the
post, a long Microvena Amplatz snare was
used to lasso the post under its crown (figure).
The post was then pulled up the bronchus
using a to and fro motion with the forceps and
snare until it lay just distal to the end of the
endotracheal tube. The endotracheal tube and
the ensnared post were removed together to
avoid snagging the post inside the tube. The
procedure was performed in 71 minutes with a
fluoroscopy time of 49 minutes. The patient
made an uneventful postoperative recovery.

Discussion
Inhalation of dental material presents a diffi-
cult retrieval problem, particularly when time
has elapsed between the incident and the at-
tempt to remove it from the bronchial tree. If a
rigid bronchoscope had been used in the first
instance in our patient then further elaborate
procedures may not have been necessary.
Foreign bodies such as fractured central
venous catheters can be retrieved from within
the circulation using grasping forceps, snares,
or retrieval baskets specifically designed for
this purpose.’* Such devices have also been
used in the urinary and biliary tracts.® This
case demonstrates that such techniques may
also be applied to the retrieval of foreign
bodies from the bronchial tree under fluoro-
scopy, thus avoiding the need for thoracotomy.
The increasing sophistication of intravascular
retrieval devices allows their successful use
outside the circulation, and may obviate the
need for thoracotomy to remove foreign bodies
in the bronchial tree.
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